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LAPAROSCOPIC VENTRAL HERNIA: A PROSPECTIVE STUDY
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ABSTRACT

OBJECTIVE

Ventral hernias are repaired either by open or laparoscopic approach. Laparoscopic hernia repair provides early recovery and

bigger mesh to be placed.
STUDY DESIGN

Patients evaluated between January 2014 and September 2015 for ventral hernias. Laparoscopic surgery was performed for 12

patients.

RESULTS

Laparoscopic ventral hernia repair was performed for 12 patients. There were conversions for adhesions.

CONCLUSION

Laparoscopic hernia surgery is effective repair with early recovery and lesser adhesions. The composite meshes are better for

laparoscopic repair.
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INTRODUCTION

Laparoscopic hernia repair is an intra-abdominal, intra-
peritoneal repair that uses mesh prosthesis to secure and
cover the hernia defect. Abdominal hernias are equally
assessable by laparoscopic and open surgery. Fascial defects 3
cm larger are amenable for laparoscopic approach and less
than 3 cm amenable for open surgery. Laparoscopic repair of
incisional hernias and ventral hernias was performed in 1993
by Le Blanc.1

MATERIAL AND METHODS

Patients were evaluated for abdominal hernias between
January 2014 and September 2015; 22 cases of abdominal
hernias were admitted in our unit. Open surgery was
performed in 6 patients. Intraperitoneal repair was performed
for 12 patients; 4 patients were managed conservatively. For
majority of patients, prolene mesh was placed. PTFE mesh was
placed in 3 patients. Mesh was secured by transabdominal four
corner sutures and tackers. Wound infection was present in 3
patients, seroma in 4 patients. Recurrences were nil. One
patient developed bowel injury, which was subsequently
repaired intraoperatively. There were 6 patients of recurrent
hernias, one patient of port site hernia and one patient of
hernia occurring at peripheral drain site. After entering the
abdomen from palmer’s point, trocars are placed laterally and
small intestine and omental adhesions are reduced. Mesh is
placed with 3 cm margin from defect each side and prolene
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mesh is placed. There was followup of 7 months for patients
post-operatively and commonest complication was seroma
diagnosed by ultrasound.

DISCUSSION
Abdominal hernias in midline, in upper and lower quadrants
are equally accessible by laparoscopic approach. Multiple
operated patients, extent and density of adhesions are main
determinants of operative time and difficulty of laparoscopic
ventral hernias repair. Patients with multiple defects were
laparoscopic hernia repair that delineates the defect for mesh
to be placed. Contraindications of laparoscopic approach are
densely scarred and strangulated hernias. Prolene meshes
cause parietal ingrowth, which repairs and strengthens the
hernia repair2 The risk of patients is potential for
development of significant adhesions for using polypropylene
mesh for hernia repair. Franklin study showed that only 1/3 of
re-operated patients have no adhesions.3

Dual meshes have rough parietal surface and smooth
visceral surface form lesser adhesions. Few dual meshes are
impregnated with silver and chlorhexidine antimicrobial
agents which decrease the risk of infection, reduces the glare
of prosthesis when used laparoscopically have been effective
for repair of incisional hernias.4

The composite meshes have polypropylene attached with
thin layer of e-PTFE. The Parietex and Parietene composite
products combine polyester and polypropylene biomaterials
and oxidized atelocollagen, polyethylene glycol and glycerol.
The collagen is absorbed within 14 days. Glucamesh has
products without collagen which is absorbed, preventing
intra-abdominal infections. The intent of biomaterials is the
native collagen of patient which penetrates and replaces
collagen fibrils, neofascia created to repair the defect. The
majority of surgeons use transfascial sutures and metal
fixation devices.

The defect should have larger overlap of prosthetic
biomaterial and utilize double crown technique placing
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concentric rows of tacks along periphery of dual mesh reduced
recurrence to 4.4%.5 Suture fixation was stronger with tacks,
and addition of transfascial sutures with tacks should be
preferred.6

The development of seroma is common after this
procedure and fluid secreted by peritoneal membrane surface
will result in a fluid collection that will be contained by
prosthetic biomaterial. Seromas are not complications unless
fluid collection persists for longer than 8 weeks and associated
with pain. The use of abdominal binders reduced seromas
significantly. Seromas resolve within 12 weeks and should not
be aspirated unless patient remains symptomatic for longer
than 6 months. The application of harmonic scalpel with
central suture reduced recurrence rate to 5%.7

CONCLUSION

The advantages of laparoscopic ventral hernia repair are
cosmesis, early return to work. Multiple and peripheral defects
could be visualized and repaired by placing larger mesh.
Laparoscopic ventral hernia repair is an effective method of
repair for hernias with defect larger than 3 cm. Biomaterial
should be used that cause sufficient ingrowth. Fixation of these
biomaterials should use transfascial sutures with addition of
metal fixation devices. Seromas should be managed
expectantly.
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